INTRODUCTION
also introversion is the opposite of extraversion. People with a high level of neuroticism are emotionally unstable and sentimental to bodily situations and have a range of health complaints (6) . It is thought that the personality traits of chronic painful individuals might also affect sexual life traits. Specifically, researchers provided that the sexual behavior and functionality may be changed by personal characteristics (7, 8 ).
Cloninger's personality model contains four temperament and three character dimensions, all of which are observed as being the results of continuous interactions during the lifetime (9, 10) . According to this model, personality is divided into temperament (Novelty Seeking, Harm Avoidance, Reward Dependence and Persistence) and character (Self-Directedness, Cooperativeness, Self-Transcendence); temperament dimensions are correlated with specific monoaminergic systems (11, 12) .
Most of the chronic pain disorder (CPD) patients were found to be middle age (13) . Marital sexual intercourse may decrease in middle age. The approximation is mostly related to the male interest. It takes more time for a man to reach orgasm (14) . Although it has been viewed that Cloninger's dimensions are largely covered by the FiveFactor Model (15) , analyzing sexual motivation according to Cloninger's model may give interesting indications into the study of personality correlates of sexual motivation, mainly because of its psycho-biological implications, as recent evidence suggested a relationship between sexual motivation and the monoaminergic systems (16) .
Temperament refers to automatic emotional responses to experiences and is largely heritable and stable throughout life while character dimensions represent differences in goals, values, attitudes, and selfconcept and are moderately influenced by social learning and maturation (9, 10) . Four dimensions of temperament are Novelty Seeking (NS), Harm Avoidance (HA), Reward Dependence (RD), and Persistence (P). Novelty Seeking refers to a heritable bias in the activation and initiation of behavior in response to novelty. Harm Avoidance indicates a heritable bias for inhibition and cessation of behaviors in anticipation of distress. Reward Dependence refers to a heritable bias for maintenance of ongoing behavior in response to social reward cues. Persistence refers to perseverance despite frustration and fatigue in response to signals of anticipated reward versus laziness and underachieving (9, 10) . Character dimensions involve individual differences in higher cognitive processes. Character regulates the cognitive processes of sensory perception and emotion activated by temperament, leading to the development of a mature concept of the self in the personal, social, and spiritual arenas. SelfDirectedness (SD) refers to the ability of an individual to control, regulate, and adapt his/ her behavior to fit the situation in accordance with one's goals and values. Cooperativeness (C) refers to individual differences with respect to tolerance and empathy and indicates the extent to which individuals view others as a part of the self. SelfTranscendence (ST) refers to differences in spirituality identification with a unity of all things in the world (9, 10) .
The sexual life problems of people with chronic pain are often ignored by health professionals and are not examined commonly. It is not surprising that chronically painful individuals have sexual problems while sexual problems are observed even in people with only psychiatric disorders. Sexual dysfunction is often seen in this group of patients, as studies have shown that chronic pain sufferers often have comorbid psychiatric problems (17) . The association between personality and sexual behavior has attracted a growing attention in the last two decades because of the theoretical and practical indications of this topic. From an evolutionary psychology point of view, it has been hypothesized that survival pressures have favored psychological mechanisms and personality traits by maximizing the adaptive expression of sexual behavior such as successful intrasexual competition, correct mate elimination, successful conception or mate prevention (18) . Evidence demonstrates that, in comparison with members of the general population, persons with chronic pain may be more likely to experiment compromised sexual functioning (19) (20) (21) (22) . This, in turn, may strike relationship satisfaction. While these studies analyzing sexual functioning in the context of chronic pain reveal an increased prevalence of sexual difficulties, the link between sexual functioning and pain variables has been complicated (23) . Some studies have demonstrated decreased sexual functioning to be related to pain severity, higher disability, or duration of pain (23) (24) (25) while others have found minor or no relationship (19, 20, 26, 27) . Both chronic pain and sexual functioning have been revealed in expressions of biopsychosocial models (28, 29) , focusing on the interaction between biological and psychological parameters. A supplementary theory of both sexual functioning and chronic pain is the cognitive-behavioral model. The gold standard of psychological treatment for chronic pain is established firmly by this model (30) , as is much of the psychotherapy for sexual dysfunction (31) . Similarly, the few studies on the treatment of sexual dysfunction in chronic pain also benefit from this approach (32, 33) . However, more experimental research is needed to test predictions originating from this model.
In this study, we aimed to examine the clinical features, sexual life properties and personality traits of patients with CPD and healthy controls. We hypothesized that CPD patients would have increased sexual problems and elevated Harm Avoidance (HA) scores and we expected to find sexual dysfunctions in patients with CPD. We thought we would find patients with CPD suffer from sexual dysfunction more frequently than do healthy subjects and also higher HA scores would be in relation to sexual dysfunction in CPD patients.
METHODS

Study Participants
Sixty CPD outpatients (53 women, 7 men) with a mean age of 40.87 years (SD±10.53 years) who complained of pain at least 3 months and were not under any medication and 60 healthy controls (49 women, 11 men), with a mean age of 38.83 years (SD±9.41) were recruited for the study in January 2015-August 2015 at the Psychiatric Unit of Bagcilar Training and Research Hospital, Istanbul, Turkey. Both study groups had no history of any psychotic disorders and were free of any medical illnesses and neurological diseases. The study protocol was approved by the Ethics Committee of our hospital in 18 th December of 2014 with 2014/328 approval number, and all study participants provided written informed consents following the study has been thoroughly explained to them. Firstly we included 75 patient for the research, but 15 of them had a cognitive disorder and they were not enough educated for completing the scales. Therefore; we had 60 eligible patients for this present study.
Psychometric Measurements
Sociodemographic Data Form: This form includes demographic variables including gender, age, marital status, the number of children, education, location, household members, occupation, employment status, and the number of siblings, family history of chronic disease, other known physical illnesses, and previous psychiatric treatments.
Visual Analogue Scale (VAS): Chronic Pain Disorder severity was evaluated with VAS; a self-report scale that is a unidimensional measure of pain intensity. The pain VAS is a continuous scale comprised of a horizontal (HVAS) or vertical (VAS) line, usually 10 centimeters (100 mm) in length, anchored by two verbal descriptors, one for each symptom extreme (34, 35) . Instructions, the time period for reporting, and verbal descriptor anchors have varied widely in the literature depending on the intended use of the scale (36) . For pain intensity, the scale is most commonly anchored by "no pain" (score of 0) and "pain as bad as it could be" or "worst imaginable pain" (score of 100) (35, 37) . To avoid clustering of scores around a preferred numeric value, numbers or verbal descriptors at intermediate points are not recommended (38, 39) . Varies, but most commonly respondents are asked to report "current" pain intensity or pain intensity "in the last 24 hours. "
Turkish TCI: Temperament and Character Inventory (TCI) is a self-administered, 240-item true/false questionnaire (40) . The CPD patients completed a Turkish version of the 240-item self-questionnaire (Turkish-TCI) at the end of the psychiatric interview, and the control group received the instruction to complete the questionnaire at home. The TCI is a 240-item self-administered questionnaire that measures the four temperament dimensions (NS, HA, RD, and P) and the three character dimensions (SD, C, and ST) (9) . The Turkish-TCI has been validated by Kose et al. (41, 42) . Two staff psychiatrists performed all diagnostic assessments and clinical ratings.
Beck Depression Inventory (BDI): Beck Depression Inventory (BDI) is a self-report scale composed of 21 items and measures somatic, emotional, cognitive, and impulsive symptoms of depression (43) . Each item takes a point between 0 and 3. The point that can be taken from inventory varies between 0 and 63, and high points indicate a rise in the depressive mood. The scale aims not to diagnosis but converts the symptoms level to the objective number (44) . Overall scores for all questions is evaluated like this: a score between 10 and 16 shows low depression symptom, a score between 17 and 29 is a middle depressive symptom, and a score between 30 and 63 is a severe depressive symptom. BDI has been adapted into Turkish, and Hisli (45) has examined the reliability and validity of the scale.
Beck Anxiety Inventory (BAI):
The BAI is a 21-item self-report questionnaire that lists symptoms of anxiety. The respondent is asked to rate how much each symptom has bothered him/her in the past week. The symptoms are rated on a four-point scale, ranging from ''not at all'' (0) to ''severely'' (3). The instrument has an excellent internal consistency of Cronbach's alpha=0.92) and high test-retest reliability (r=0.75) (46) .
Arizona Sexual Experiences Scale (ASEX):
The ASEX, a five-item self-report questionnaire in the last 7 days that quantifies sex drive, arousal, vaginal lubrication/ penile erection, ability to reach orgasm, and satisfaction from orgasm. ASEX which is developed by McGahuey et al. (47) ; has been adapted into Turkish, and Soykan (48) has examined the reliability and validity of the scale. The validity and reliability study in Turkey reported internal consistency and reliability of 0.89-0.90. Cronbach α values were high thus; it is determined that it is valid sexual to distinguish dysfunction. The scale, which is divided into the male and female form, filled and interpreted by there is no specific training requirement.
Six score range of five items of Likert type 5-30, the increment in the total score of sexual dysfunction. In respect of Soykan (48) , a score of ≥ 11 is the cut-off point for sexual dysfunction.
Statistical Analysis
All statistical analyses were performed using SPSS for Windows, Version 23.0. The variables in the present study were examined with the Kolmogorov-Smirnov's test of normality. All variables were normally distributed. An independent sample t-test was used for comparisons between the patient and the control groups. Withingroup correlations between TCI scores were performed using the Pearson's correlation coefficient. A p value less than 0.05 was considered statistically significant.
RESULTS
Sociodemographic Characteristics of Sample
The mean age of the study participants was 37.85±10.644 years (X±SD); 20.8% (n=25) of participants were male; 79.2% (n=79.2) were female. 71.1% of the participants in the study were married, and 21.7% of participants were single, 6 (5.0%) were divorced, 1 (0.8%) was widowed, and one participant (0.8%) was separated. 40 participants (33.3%) were graduated from elementary school, 19 (15.8%) from high school, 48 (40.0%) from college and 7 (5.8%) participants were graduated from middle school. 27.5% participants in the study were a housekeeper, government employees (26.7%) and worker (21.7%). The remaining participants were unemployed (7.5%), retired (7.5%), student (1.7%), freelancer (3.3%), and other professions (4.2%). Among the participants in the study, 29 (24.2%) had psychiatric family history [generalized anxiety disorder (n=1), panic disorder (n=4), major depressive disorder (n=18), bipolar disorder (n=2), and schizophrenia (n=3)]. 36.7% of participants in the sample were smoking cigarettes, and 19.2% of participants were alcohol user. 30.0% participants had alcohol use history in the past. 7.5% of participants attempted to suicide. Sociodemographic characteristics of participants were presented in Table 1 . We hoped to find positive correlations between ASEX scores with HA and all subscales of it at beginning of our study but the result of our study we found that there is no correlation between them. It is shown in Table 2 .
Correlation of TCI Scales and Subscales with ASEX
Correlation of TCI Scales and Subscales with Other Scales Scores
There were statistically significant and strong positive correlations between Harm Avoidance scale and its subscales with BDI, BAI, and VAS scores. Harm Avoidance was statistically significantly and positively correlated with BDI, BAI, and VAS. Fear of uncertainty subscale of Harm Avoidance was positively and statistically significantly correlated with BDI and VAS scores. Shyness with strangers subscale of Harm Avoidance was positively and Table 3 . Table   4 . It is inevitable that ASEX scores increase due to these results in anxiety disorder or depression comorbidity.
Correlation of ASEX Scale with Other Scales Scores
Although according to the results of the research, ASEX scores in patients with comorbid depression were significantly higher than those without depression; however, compared to non-anxiety disorder patients with comorbid anxiety disorder, ASEX scores were not significantly high. However, regardless of whether comorbid anxiety disorder or depression was present in CPD patients, ASEX scores were found to be high enough to predict sexual dysfunction. In contrast to our predictions in our study, no correlation was found between ASEX scores and VAS scores. It is shown in Table 5 .
The Effect of Gender on ASEX in CPD Patients
According to these results, compared with healthy controls in the CPD patient group, there are high results at all scales.
In the CPD patient group, ASEX score average is over 11, it can be mentioned from sexual dysfunction. It is shown in Table 6 . As shown in table 7, ASEX is the only scale in which the male and female groups significantly differ. According to our study, female ASEX scale average score was found to be significantly higher than that of men. As a result of our research, it was determined that CPD patients were adversely affected by their sexual lives (19, 23, 49, 50) , and a review study stated that relationship satisfaction may decrease the following onset of chronic pain (51) (52) (53) . According to a meta-analysis of chronic pelvic painful men appear more likely to experience sexual dysfunction including erectile dysfunction, premature ejaculation, painful ejaculation and decreased sexual desire (54, 55) . However, a wide range of prevalence estimates for sexual dysfunction has been researched in a multitude of independent studies (56) . Recent studies have shown that the opioid group used in CPD patients can lead to sexual problems. Erectile function and quality of sexual life, as well as anxiety, improved in patients treated chronically with opioids. The management of patients with pain should contain a review of their sexual health history given the significant emotional impact posed to the patient, the impact on their overall quality of life and its good clinical response to a multidisciplinary treatment. (57) . The use of opioids in our study has not been questioned and this is indicated in the limitations section.
In this present study, ASEX was the only scale in which the male and female groups significantly differed. According to our study, female ASEX scale average score was found to be significantly higher than that of men. This was consistent with the literature was also determined by Birke (52) . Birke mentioned that women were more likely to state a lack of/low sexual desire than men and the prevalence increased with higher age in both genders. Perhaps because of the median age of the midlife in our study, sexual problems are observed to increase even more. According to Simon et al. (58) , sexual dysfunction was more prevalent during middle age, especially in women, most likely due to vulvovaginal atrophy, vulvodynia, and hypoactive sexual desire disorder.
In this present study, the average age of the CPD patient group was 40.87. The sociodemographic characteristics of CPD patients are consistent with other studies in the literature (52, 53) . There were no statistically significant differences regarding female-male distribution in both control and patient groups in our study, the patient group was predominantly composed of women (n=53, 88.3% vs. n=7, 11.7%). Keogh et al. (59) reported that women were complaining of pain more throughout their lifetime in more areas of their body and for longer durations compared to men. A higher rate of women in our study sample may be due to cultural reasons. The fact that women focus on the emotional response to stress and men typically think only of the sensation itself might explain why women actually experience more pain as a result, possibly due to the negative emotions associated with pain and this differential responsiveness would be widened in societies where women express their emotions through somatic pains. In terms of gender differences; Exploratory Excitability and Extravagance subscale of Novelty Seeking and Anticipatory Worry subscale of Harm Avoidance and Attachment subscale and total Reward Dependence scores were statistically significantly lower in female patients compared to male patients (p=0.013, p=0.039, p=0.030, p=0.013, p=0.040, respectively).
In this present study, the results revealed that there was a statistically significant difference between the patients and controls in terms of Exploratory Excitability In the Kempeneers' study of the psychological characteristics of people with premature ejaculation; participants with increased scores of novelty seeking (NS) seemed to be younger, reporting a few more thrusts before ejaculation and more repeated ejaculations (60) . Furthermore, his study showed little divergence from norms on the C and ST scales. These differences demonstrate that Premature Ejaculation participants would be very slightly more compassionate, tolerant, and helpful towards others. It is not surprising that these findings are seen in Sexual Dysfunction patients because ASEX scores similarly correlate positively with this Helpfulness vs Unhelpfulness and Compassion vs Revengefulness subscales in our study. According to Mico et al. (7), Cooperativeness seemed not to be a personality trait damaging sexual behavior, the results of his study showed that Cooperativeness-along with SelfDirectedness-was negatively correlated with uncomfortable fields of sexual behavior such as Sexual Shyness, Sexual Prudishness, and Neurotic Sex. These findings overlap with our study results. Also in Kempeneers' study while participants with high levels of SD and C reported, have a better level of satisfaction. Mico et al highlight in their study that the best negative predictor of Sexual Excitement and Satisfaction was the temperamental dimension Harm Avoidance; with regard to, character dimensions, Cooperativeness was the best negative predictor of Sexual Excitement, while SelfDirectedness was the best positive predictor of Sexual Satisfaction. Similar to these results, C scale scores were lower in those with sexual dysfunction thus; C score may be called negative predictor for sexual dysfunction in our study (7, 60) .
Our study highlights CPD patients' embarrassment in discussing sexual matters with the healthcare provider. As Bahouq stated, people who have sex problems cannot easily express themselves to healthcare workers, so the solution to these problems is also delayed. About 10 patients in our study were out of research because they did not want to fill ASEX forms. This is both the patient's preference and as Bahouq stated influencing by patient's educational level and sexual dissatisfaction (61) . Our study demonstrated that patients with CPD had problems resulting to diagnose sexually dysfunction regardless of whether they had comorbid depression or anxiety disorder according to healthy controls. It is clear that the sexual lives of CPD patients are affected negatively in terms of sexual desire, sexual satisfaction, lubrication, erection, ejaculation, and orgasm. Similar results have been determined by previous studies (61) (62) (63) (64) .
The present study has certain limitations. First, it should be noted that the study was carried out with a relatively small sample due to our hospital's outpatient clinics inherent limitations. We did not exclude patients who had comorbid personality disorders. Second, temperament and character traits can also be affected by the presence of personality disorders. Therefore, the conclusions should not be considered definitive and further studies should be conducted in larger patient samples. Also, patients with genital pain should be excluded from the study because their sexual lives naturally will be affected negatively. The use of opioids may be a negative effect on sexual life, so it should be questioned to all CPD participation. Furthermore, those who lived in sexual abuse in the past should also be excluded from the study. Despite these limitations, our findings, especially predictive value of temperament and character dimensions for chronic pain disorder and sexual dysfunction would help to shape future discussions concerning the degree to which temperamental traits are necessary or sufficient conditions for pain disorder psychopathology with sexual dysfunction.
CONCLUSIONS
In conclusion, our data suggest that enhanced understanding of temperament-psychopathology relations will have important implications for both assessment and prevention of significant psychiatric and negative sexual symptoms in patients with chronic pain disorder. Temperament and character traits and sexual life properties of the CPD patients were significantly different from the healthy control subjects. Exploratory excitability subscale of NS and C is the negative predictor of sexual dysfunction. Also, Helpfulness vs Unhelpfulness and Compassion vs Revengefulness subscale of C is the positive predictor of sexual dysfunction.
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